Although hepatitis C virus (HCV) can be cleared, very few infected persons complete the treatment, resulting in disease progression and transmission. Motivational interventions effectively address health and substance-use-related conditions in many cultures. The research team piloted an HCV treatment motivational enhancement training and supervision for four counselors treating four patients in one (of 11) large methadone programs in Israel between 2007 and 2008. The counselors received a 3-day training followed by seven supervision sessions. Training included cultural and language adaptation from the original United States version to practice in Israel. Feasibility was assessed and demonstrated through training field notes and questionnaire feedback, review of taped intervention sessions for counselor proficiency and patient engagement, and patient completion of intervention sessions and piloted measures. While positive feasibility outcomes were noted, future studies should employ larger numbers of counselors and patients to assess the effectiveness of motivational enhancement in promoting HCV treatment in methadone patients.
BACKGROUND
Hepatitis C virus (HCV) is the most common chronic blood-borne infection in much of the world, with about 200 million people infected across the globe or 3% of the world population (Marcellin, 2009; Shepard, Finelli, & Alter, 2005) . Up to 90% of the 3-4 million annual new infections worldwide occur among injecting drug users (IDUs), with prevalence from 40% to 90% throughout East and West Europe, Asia, North America, Latin America, and Australia (Aceijas & Rhodes, 2007; Dore, Law, MacDonald, & Kaldor, 2003; Edlin et al., 2005; George et al., 2009; McCarthy & Flynn, 2001 ; Van den Berg et al., 2007) . In Israel, where we conducted our study, HCV prevalence among IDUs has been found to be 35%-45% (Cohen-Moreno et al., 2010; Loebstein et al., 2008) .
One-quarter to one-half of those infected with HCV develop severe liver disease (Lavanchy, 2009 ). Viral clearance can be attained and maintained by 60%-90% of those treated with pegylated interferon and ribavirin-based therapies, depending on genotype, viral load, age, and alcohol use (Deutsch & Hadziyannis, 2008; Edlin et al., 2005; Fried et al., 2002; Loguercio et al., 2000) . Yet, an effective, widespread treatment is elusive, as up to 63% refuse or do not complete the treatment (Narasimhan et al., 2006) . In the United States and elsewhere, drug users face health insurance barriers to access HCV treatment (HCVT) (Doab, Treloar, & Dore, 2005; Edlin et al., 2005; Grebely et al., 2008) . Israeli citizens are offered HCVT at reduced cost ($80/month of the $1,000/month actual cost) through government-subsidized health care services since 2005, yet less than 100 (7%) of the estimated 1,500 HCV-infected methadone patients in the country have undergone treatment (Cohen-Moreno et al., 2010) . Internationally, multiple barriers to HCVT exist at system, practitioner, and patient levels ( Figure 1 ; Edlin et al., 2005; Fischer et al., 2006; Fishbein, Lo, Reinus, Gourevitch, & Klein, 2004; Hallinan, Byrne, Agho, & Dore, 2007) . These include, among others, limited HCV knowledge among IDUs (Cohen-Moreno et al., 2010; O'Brien, Day, Black, & Dolan, 2008; Strauss et al., 2007) and substance abuse treatment staff (Litwin et al., 2007; Zickmund, Ho, Masuda, Ippolito, & LaBrecque, 2003) , stigma regarding the disease which can be inadvertently reinforced by treatment providers (Crockett & Gifford, 2004; Fraenkel, McGraw, Wongcharatrawee, & GarciaTsao, 2006) , and immediacy of incapacitating side effects of treatment versus potential or distal effects of the disease (Khokhar & Lewis, 2007; Zickmund et al., 2006) .
Patients must have the resilience to overcome multiple barriers at different levels: personal, systemic, and provider based (Evon et al., 2010) . It has been hypothesized that patients could be assisted in strengthening the skills and determination to address barriers (Fraenkel et al., 2006; Groessl et al., 2008; Strathdee et al., 2005; Strauss et al., 2007) , while providing information and collaborative treatment that is empowering and does not reinforce patient stigma (Tiffen & Sheridan, 2002) . A recent intervention addressed some HCVT barriers at an Israeli methadone maintenance program among otherwise abstinent patients (Malnick, Sheidvasser, Basevitz, & Levit, 2009) . Patients who scored very low in HCV knowledge received an intervention to remedy this deficit, which when combined with an on-site hepatologist and financial coverage of that portion of the medication not covered by health insurance, increased treatment uptake from 7% to 23% (Malnick et al., 2009 ). However, this still leaves room for improvement in HCVT uptake.
We present herein a pilot training program for a motivational enhancement (ME) approach to HCVT in a methadone maintenance center in Jerusalem, Israel.
Motivational Enhancement
Motivational interviewing (MI) is a directive, patient-centered approach for facilitating behavior change by assisting patients to explore and resolve ambivalence (Miller & Rollnick, 2002) . MI utilizes acceptance, reflection, and empathy and has been proven more beneficial in changing behaviors than a confrontational or blaming approach (Miller, 1983) . The theoretical basis for MI has been described as self-determination theory (SDT), wherein the counselor supports the client's autonomous self-regulation (a feeling of volition or willingness for the targeted behavior) and perceived competence (a feeling of being able to attain the targeted goal) to energize or motivate the behavior (Miller & Brown, 1991) . The traditional exhortations of health care providers are more likely to engender controlled motivation (behavior contrary to one's values or interests or due to someone else's values or interests; Deci, Eghrari, Patrick, & Leone, 1994; Ryan & Deci, 2008) . Our intervention was designed as a synthesis of both the MI manual (Miller & National Institute on Drug Abuse, 1995) and a successful six-session SDT-based intervention for tobacco dependence (Williams et al., 2006a) . Hence, we entitle our intervention with the generic term, motivational enhancement (ME). Similarly, our measures of patient self-regulation and perceived competence are SDT based. In HCVT, extrinsic motivation could be a patient taking medication because he believes his physician wants him to do so rather than because he believes it is in his interest. Amotivation could be characterized as a patient having no interest in HCVT. Perceived competence, in the domain of HCVT, could be described as the extent to which a patient believes he can manage the complex challenges of treatment completion (Williams et al., 2006b ).
Although ME is known in Israel and was recommended to help patients refrain from illicit drug use (Israel Anti Drug Authority, personal communication, February 4, 2008) , there is little supportive evidence in Israel. We found only two descriptive reports of MI interventions addressing the misuse of drugs (Epelboym, 1995) and alcohol (Friedman & Marchevsky, 1995) .
SDT has proven applicable across cultures (Chirkov, Ryan, Youngmee, & Kaplan, 2003) , as has MI (Miller, Villanueva, Tonigan, & Cuzmar, 2007) . Importantly, ME interventions have not been prospectively studied to address patient utilization of HCVT in any population, despite the success of the model across continents and disease processes.
Our goals for this exploratory pilot study were to assess the following: (1) the feasibility of training Israeli methadone maintenance staff in ME to be demonstrated by observing their intervention skills; (2) the applicability of ME for patients considering HCVT to be demonstrated by patient engagement in HCVT discussion during the ME sessions; and (3) the preliminary feasibility of implementing the intervention among Israeli methadone patients as demonstrated by completion of the intervention sessions and performance of the piloted translated motivational measures.
METHODS
The methods are presented in Table 1 according to the stated goals. For Goal 1-training Israeli methadone maintenance staff in ME, the principal investigator (PI) adapted a previously developed (manuscript in preparation) 66-page ME manual into a six-session intervention, specifically targeting HCVT behaviors. The manual incorporated components from an MI substance abuse manual, as others have done (Carels et al., 2007; Channon et al., 2007; Miller & National Institute on Drug Abuse, 1995) . The six-session design and its content (see Table 2 ) were based upon a validated SDT-based intervention for tobacco dependence (Williams et al., 2006a) . The investigators held a 3-day training workshop that included brief didactic presentations, demonstration video, and extensive skills practice. These methods were based upon ME facilitator trainings, and materials were adapted with permission (Miller & Deci, personal communication, November 12, 2007) . All staff members of two methadone maintenance centers (in the cities of Jerusalem and Ashdod) attended the workshop. The supervision component of the training was continued only for the four counselors in the Jerusalem center chosen to perform the intervention, based upon English proficiency, clinical skill level, and degree of rapport with the PI. Those in supervised training received an ME training manual, which was revised iteratively according to the counselors' input, and review of audio or videotaped sessions. In all of the seven supervision sessions over 8 weeks, the counselors were instructed to enhance autonomous self-regulation through building rapport and exploring advantages and disadvantages of health-promoting behaviors. The counselors were instructed to offer information about the consequences and treatment of HCV as follows: ask patients what they know already about HCV course and treatment, supplement knowledge as needed and desired, and then solicit patient responses (Williams, Gagné, Ryan, & Deci, 2002) . Materials regarding HCV and depression were written in patient-friendly language by relevant specialists. The counselors were instructed to explore patients' perceived personal and systemic barriers to facilitate HCV health behaviors, while providing support for patients' autonomy and perceived competence. Individualized HCV health plans were developed according to patients' readiness using a template plan on which patients highlighted self-chosen behaviors. The counselors were also instructed in the use of empathy, reflection, and confrontation avoidance in resistant patients, which are counseling strategies common to SDT and MI and are expected to increase autonomous self-regulation.
Instruction was in English and Hebrew, while the intervention was held in Hebrew and
Russian. An interpreter facilitated mutual understanding between the Hebrew-speaking counselors and the English-speaking PI at all training sessions. Training materials were culturally adapted and translated or subtitled into Hebrew by the investigator (MS) and the translator (a social work graduate student)-both fluent in written and spoken Hebrew and English. The PI met with a Hebrew or Russian translator to preview all the taped intervention sessions for the four counselors prior to group supervision. The PI and one of the trainee counselors independently recorded process notes. Investigators administered an anonymous questionnaire in Hebrew to workshop participants to evaluate the training. The evaluation addressed general satisfaction (1 question); internalization of ME tactics (10 questions) including empathy, discrepancy, rolling with resistance, supporting self-efficacy, open-ended questions, reflective listening, affirmation, summarizing, response to change talk, and response to resistance talk (Cronbach's alpha = 0.93); utility of learning methods (6 questions) including manual, lecture, exercises, video examples, skills practice in small groups, and discussion in the large group (Cronbach's alpha = 0.88); and plans for the future incorporation of lessons learned (2 questions) regarding using ME spirit/components and working according to the ME manual (Cronbach's alpha = 0.75). All questions were rated on a 10-point Likert-type scale ranging from 1 "not at all" to 10 "to a great extent."
For Goal 2-applying ME to HCVT, the research team held a discussion about HCVT barriers and facilitators with five methadone program clients, who recently completed HCVT, and their spouses. Their input informed subsequent HCV-oriented ME strategies and was integrated into the ME training. The PI and coinvestigators adapted the treatment selfregulation questionnaire (TSRQ) and perceived competence scale (PCS; Williams et al., 2006b ) to measure autonomous regulation and competence regarding HCVT for the preliminary estimation of reliability and face validity.
For Goal 3-implementing the intervention among Israeli methadone patients, four pilot HCV patients, who were not then undergoing HCVT, received a six-session intervention in their native language (Hebrew or Russian), using ME to address pretreatment fears and ambivalence about HCVT and its physical and psychological side effects. The written TSRQ and PCS measures were also piloted among 30 patients. This project was approved by the institutional review board of the School of Social Work and Social Welfare, Hebrew University, and conducted in 2007-2008.
Participant Selection
Of 321 Jerusalem methadone center patients, 146 (45.5%) were HCV positive. Of 102 available patients, we randomly chose 30 to perform the written measures. From those 30, we purposefully chose 4 for the intervention based upon their not having taken any medical action regarding their HCV and having engaged in a therapeutic alliance with a social worker at the center.
Data Analysis
We computed first-order descriptive analyses [means and standard deviations (SDs)] to assess participants' satisfaction with the workshop. We reviewed field notes from the counselor supervision sessions for their reports of client engagement, counselor adherence to the ME approach, and needed cultural adaptation. We computed Cronbach's alpha coefficients on the TSRQ and PCS measures to assess the internal reliability of the scale items.
RESULTS

Feasibility of Training
A total of 30 staff members (social workers, physicians, physician assistants, and administrative staff) attended the first 2 days of workshop training, of whom 23 completed feedback questionnaires. On a 10-point scale, the mean satisfaction score was 8.00 (SD = 1.76), the mean self-reported internalization of ME tactics score was 7.58 (SD=1.62), and the mean utility of learning methods was 7.93 (SD = 1.54). Self-predicted implementation of ME by counselors was somewhat less than expected (mean score = 6.67, SD = 1.64), prompting the decision to hold a 1-day reinforcement workshop.
We defined cultural feedback as a consensus by trainees that elements of the manual were discordant with patients' culture. For example, Russian counselors caring for Russian patients indicated that some Hebrew phrases did not meaningfully translate, and that a manual in Russian with sample phrases would be helpful. These counselors devised some relevant statements, which were back translated into English and deemed consistent with ME style.
Initial counselor resistance to ME was evident. Some counselors voiced concern that supporting patient's autonomy about taking medications instead of pressuring patients to do so gave too much power to the patient. This was a paradoxical complaint by the counselors since the patient does ultimately make the choice of whether or not to take medications. Early intervention tapes demonstrated frequent lapses into controlling and even sarcastic statements made by these counselors, as in the example below.
An example of resistant counselor (C)/resistant patient (P):
C: What do you think caused you not to go and take this blood test again? P: Nothing is stopping me from doing that. C: I remember the doctor told you 2-3 weeks ago that you should take the test. P: I understood that I have time and it's not urgent.
C: Well, yes; you're right. You really do have a lot of time. In about 10 years, you'll have cirrhosis or cancer. You'll have plenty of time to get the disease.
By the end of the supervision, all the four counselors demonstrated subjective proficiency (according to the trainer knowledgeable in ME) with autonomy-supportive tactics (Table 3 ).
The research team adapted the manual based upon PI and counselor supervision process notes. For example, patient HCV and depression information sheets addressed the likely effects of HCVT on the ability to work, similarities of HCVT side effects to opiate withdrawal symptoms, and a flowchart for HCVT steps. Also, since one client found it useful to ask another patient questions about his HCVT, this option was added. Lastly, since one patient asked that the counselor assists in making a hepatologist appointment and accompanies him to the visit, this option was also added to the manual with explicit confidentiality guidelines.
Applicability of ME to HCVT
The discussion with HCV-treated patients and their spouses confirmed the presence of depression that impacted negatively on relationships with spouse and children and on employment. Consequently, the manual explicitly addressed potential depression.
The process notes and audio or videotapes of the intervention sessions revealed that all four clients engaged in discussions during the intervention sessions of whether or not to start HCVT. This is notable since patients were not pressured to discuss HCVT and utilized the sessions in self-directed ways.
Questionnaire Function
We administered the TSRQ and PCS to 30 patients (as described above), demonstrating face validity, in that all understood the content sufficiently to complete them, and reliability: Cronbach's alpha coefficients were adequate for the TSRQ autonomous motivation subscale (0.77) and the controlled motivation subscale (0.79). Perceived competence as measured for 30 patients by the PCS yielded a Cronbach's alpha value of 0.82 for the competence subscale.
Feasibility of Implementing the Intervention Among Israeli Methadone Patients
All four patients completed the six-session intervention, and tape reviews revealed that change talk regarding HCVT had occurred (see Table 3 ). All patients reported depressive symptoms, minimal healthy behaviors, low self-efficacy, and barriers to HCVT. Demonstrating the potential utility of the intervention, three of the four patients subsequently went for HCV testing. For one of them, the test results indicated the patient did not need treatment. After testing, the other two decided not to go for treatment-one of the two was found to have HCV type 1, which is less responsive to treatment (Zeuzem, 2004) .
DISCUSSION
This pilot study applies a novel structured ME intervention to HCVT. We describe the feasibility of training Israeli methadone maintenance counselors in ME, the applicability of ME to patients considering HCVT, and the feasibility of implementing an experimental ME intervention targeting HCVT among Israeli methadone patients. This was a Phase 1 study, attempting to establish whether this could be a promising treatment approach (Rounsaville, Carroll, & Onksen, 2001 ).
There were a number of preliminary indications of feasibility. Dialogues revealed the increasing use of ME tactics by the trained counselors. Additionally, all clients completed the intervention, and tape review indicated that patients willingly engaged in discussing HCVT. Since all the methadone patients attend clinic regularly, a six-session weekly intervention would not be difficult. Training methadone staff was appropriate, as they regularly encounter these patients.
Although HCVT improves outcomes for many patients, side effects and treatment challenges complicate the decision even when the cost of treatment is low. Hence, it is ethically appropriate for counselors to remain neutral and support patients to decide for themselves, providing information regarding the risks and benefits of treating or not treating (Braddock, Edwards, Hasenberg, Laidley, & Levinson, 1999) . ME has been successfully applied to HIV treatment adherence, systemically complex with a long latent disease, multiple treatment side effects, and a similar patient population, supporting its potential role in HCVT (Kennedy, Goggin, & Nollen, 2004; Parsons, Golub, Rosof, & Holder, 2007) .
We demonstrated the feasibility of training Israeli counselors despite initial language and cultural barriers. Similarly, the translated ME measures (TSRQ and PCS) showed promise in this new intervention. Other populations have successfully translated and evaluated ME in a variety of domains (Chirkov et al., 2003; Roth, Assor, Kanat-Maymon, & Kaplan, 2006) . Although only 4 staff participated in the intervention, all 23 of the 30 staff who gave feedback reported nearly 80% satisfaction, learning, and internalization of tactics. Counselor criteria for this pilot study included the ability to achieve a therapeutic alliance, key for therapeutic change and for provision of autonomy support in ME (Castonguay, Constantino, & Holtforth, 2006; Julius, Novitsky, & Dubin, 2009; Kennedy et al., 2004) .
Introducing an intervention into this methadone maintenance program setting was complex.
We were open to culturally informed feedback (Chirkov et al., 2003) . We performed a microlevel intervention for patients to address their own HCVT barriers. Four measured domains of stigma are social isolation, social rejection, financial insecurity, and internalizing shame (Fife & Wright, 2000) . For a microintervention to be effective, it would need to address intrapersonal and interpersonal treatment barriers and help patients cope with stigma from health care providers, family, and others. Acceptance and empathy are integral to ME, which has improved health services utilization in substance abusing populations (Shanahan, Beers, Alford, Brigandi, & Samet, 2010 ); hence, it seems possible that ME could be shown to decrease stigma in future studies.
Similar to others (Miller & Mount, 2001 ), our work indicates that strong supervision is needed after a long workshop introduction to develop and maintain counselor fidelity in ME interventions. This sort of ongoing supervision and regular training opportunities would also be needed to address staff turnover.
STUDY LIMITATIONS
Potential limitations of this project warrant mention. First, we did not measure counselor fidelity in ME according to standards such as that measured by the Motivational Interviewing Treatment Integrity scale (Miller&Mount, 2001) or the Health Care Climate (Williams & Deci, 2001 ). However, this pilot study aimed to assess the feasibility of training as one of its goals. Future studies could more precisely examine fidelity and effectiveness. Other studies have rigorously applied and validated the translated measures (Brueck et al., 2009 ), and such a study could be applied in Hebrew and/or Russian in Israel. Second, our study is based on a purposeful sample of those willing to participate and with engaged counseling relationships, so it did not investigate those who could most benefit from a motivational intervention. It was also a purposeful sample of counselors and treatment programs, so did not indicate what conditions or qualities would promote counselor performance or program success. As a Phase 1 pilot study (Rounsaville et al., 2001) , numbers were small and the study was not a randomized clinical trial. Post-ME motivation and satisfaction outcomes were not measured for this small group, although we did assess whether they engaged in subsequent HCVT. Potential patient and counselor process and outcome measures for future studies are presented in Table 4 . Wider implementation would also require programmatic support, which we did have for this project, but on a larger scale. Finally, this pilot study does not aim to demonstrate generalizability or large-scale feasibility. There is evidence that Israeli and US methadone patients share much in common (Peles, Linzy, Kreek, & Adelson, 2008) , and our small sample of four patients had diverse stages of HCV and ethnicities. This pilot study of the intervention and measures on a small scale suggests preliminary feasibility for a larger-scale study.
CONCLUSION
The pilot community-based six-session ME intervention addressing HCVT services utilization demonstrated preliminary feasibility regarding training and supervising counselors, face validity of the translated measures in this population, applicability to HCVT, transferability to Israeli culture in content and translation, and acceptability. Counselors subjectively demonstrated the ability to support patient autonomy by the end of the supervision period. Future studies could evaluate ME in larger randomized trials with Israeli methadone patients considering HCVT.
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GLOSSARY
HCV
Hepatitis C Virus
HIV
Human Immunodeficiency Virus
Methadone Maintenance Treatment Program (MMTP)
supervised administration of long-acting opiate as a treatment for opiate addiction
Self-Determination Theory (SDT)
an empiric theory and practice of motivation in which human motivation is explained by autonomous regulation, autonomy support, and perceived competence
Motivational
Interviewing (MI)
a particular motivational intervention utilizing specific tactics and methods
Motivational Enhancement
the general class of motivational interventions Multiple HCVT barriers.
TABLE 1
Study goals and method of assessment
Assessed goal Method utilized
(1) The feasibility of training Israeli methadone maintenance staff in ME Adapted previously developed ME manual and ME workshop to HCVT.
Developed and assessed 3-day ME training workshop and supervision at methadone center, integrating HCVT issues.
Training materials translated or subtitled into Hebrew, and live translation at trainings.
(2) The applicability of ME to HCVT Field notes evaluating the intervention sessions of patient engagement in discussion of HCVT.
(3) The feasibility of implementing the intervention among Israeli methadone patients Pilot intervention on four selected HCV patients.
Pilot intervention in native language (Hebrew or Russian).
TABLE 2
Overview of ME sessions Inquire regarding client's thoughts on developing a plan to increase hepatitis C health Develop hepatitis C health plan if ready: "The steps I plan to take in changing are . . .." How does the client plan to achieve his/her goals? How could the desired change be accomplished? Within the general plan and strategies described, what are some specific, concrete first steps that the client can take? When, where, and how will these steps be taken? Reinforce autonomy and self-efficacy. "Given how resourceful and successful you were before in [quitting heroin/ getting into the methadone program/addressing alcohol/seeking help/taking care of yourself], I'm sure that you can continue to make changes in your life that will help you be healthier." Explore psychological, physical, systemic barriers to increasing hepatitis C health behaviors: "It sounds like you're not ready to make a decision related to your health behaviors now and due to the difficulties you've experienced and/or the complexities of treatment, that's understandable." Discuss behavioral strategies for coping with barriers: "Let's discuss ways you can overcome these obstacles." "What practical and emotional support might help? How might you go about getting it?"
Session 4: Hepatitis C health plan and self-efficacy, continued Reestablish rapport, inquire regarding questions Discuss hepatitis C health plan, including utilized and unutilized components as applicable: "Now that we've discussed your confidence in being able to implement these behaviors, can you share the positives of engaging in these behaviors?" "Can you share the negatives of engaging in these behaviors?" "Can you share any fears or concerns you have?" Explore importance of and confidence in making specific hepatitis C health changes Explore the pros and cons of the targeted hepatitis C health behaviors Explore and normalize ambivalence Reinforce autonomy and self-efficacy: "On a scale of 1-10 with 10 being very important, how important is it to you to make this change/ implement this behavior?" "Why not lower?" "What would be helpful for you to make this change?" "What things would make it difficult for you to succeed in making this change/implement this behavior?" "On a scale of 1-10 with 10 being very confident, how confident are you in your ability to make this change/implement this behavior?" "Why not lower?"
Sessions 5 & 6: Termination
Discuss the intervention and continue to normalize ambivalence Review reasons for implementing the targeted hepatitis C health behaviors Review the successful and unsuccessful use of the hepatitis C health plan: Give praise. "Have you utilized these behaviors to increase your Hepatitis C health?" "Were any of those behaviors successful?" "Can you identify how/why these behaviors were successful?" Elicit examples, no matter how small. Positively reframe any lack of success Support autonomy and self-efficacy
TABLE 3
Examples of elicited interest in change or self-efficacy talk
Counselor-patient statement 1 C: It sounds like you're saying it would take a lot of effort to go to the specialist. P: Yes. It would take a lot of time, but it would be worth it if it's a good doctor.
2 C: I see that it is important that someone help you . . . remind you of your appointment in the morning. Your wife is not that person and your father-you don't want to worry him. P: He knows that there is a problem but not exactly what. I can tell him, "Father I'm starting a preventive treatment and I want to give you the dates of every appointment I have, and you will remind me." That won't be a problem.
3 C: Let's try and think. Do you think there is a way for you to solve this [transportation] problem? P: I need to just sit down and talk to my family doctor. I need to talk to him about the location of treatment. Even if I have to take a bus, I don't think I'll have to go every day or every other day because it's just one shot a week. I could get a month's supply of pills. (2) Process measures: patient 1 The PCS (Williams, Freedman, & Deci, 1998) assesses the extent to which a patient believes he can manage the complex challenges of treatment completion.
2
The TSRQ assesses different forms of motivation, including extrinsic motivation and amotivation (Levesque et al., 2007) .
(3) Process measures: Quantitative assessment of counselor fidelity regarding ME implementation
Motivational Interviewing Treatment Integrity scale (Miller & Mount, 2001 ).
Health Care Climate Questionnaire strategy (Williams & Deci, 2001 ).
